INTRODUCTION
The injury rate caused by physicians of all medical specialties has been reported to be 20 times more than the number of malpractice suits in New York, in a study conducted by Harvard University in 1991 (1) . However, this ratio might be less, since there is a tremendous interest in medical malpractice throughout the world. The data about the proportion of clinicians who are sued for malpractice, the amount of settlements based on practice specialty and the incidence of being sued during the course practicing a specfic specialty is lacking (2) . In a 15 year follow up study, 7 .4% of all clinicians were reported to have a malpractice claim every year and the proportion of physicians exposed to a claim in each year ranged between 19 .1% in neurosurgery, 18 .9% in thoraciccardiovascular surgery, 5.2% in family medicine and 2.6% in psychiatry (2) . Nevertheless, during the study period, only 22% of those claims led to payments annually (2) . Strikingly, specialties in which clinicians were most likely to face claims were often not specialties in which indemnity claims were most prevalent. For example, the average settlement for neurosurgeons who were sued for malpractice was found to be less than the average payment for pathologists or pediatricians who were infrequent subjects of malpractice claims (2) .
Psychiatrists are considered to be the least f r e q u e n t l y s u e d a m o n g o t h e r m e d i c a l specialties. In a comprehensive review, of 28 medical specialties, psychiatry ranked 22 nd according to number of malpractice claims and 24 th in amount of paid; monetary settlements were calculated to be 35% less than indemnity payments calculated for other specialties (3). However, in recent years, malpractice claims against psychiatrists have been increasing in number. The annual number of respondents was 1 in 25 psychiatrists twenty years ago, while this ratio has increased to 1 in 12 psychiatrists five years ago (3). Some possible causes of actions against psychiatrists include: suicide ( 4 ) , m e d i c a t i o n a d v e r s e e f f e c t s ( 3 ) , electroconvulsive therapy-related adverse effects (5), sexual misconduct (6), lack of informed consent (7), negligent psychotherapy ( 8 ) , f a l s e i m p r i s o n m e n t , b r e a c h o f confidentiality and negligent supervision (9) . In Turkey, there have been no studies about malpractice issues (i.e., frequency of claims, amount of payment, causes of claims etc.) in psychiatry. Thus, in the current study, we aimed to investigate the content of malpractice claims a g a i n s t p s y c h i a t r i s t s r e l a t e d t o psychopharmacotherapeutic issues in Turkey.
METHODS
The data were extracted from filed claims dated between the years of 2003 and 2012 in which expert witnesstestimony by psychiatrist and forensic specialists in the Council of Forensic Medicine have been requested by the court. Only, filed claims about psychopharmacotherapeutic issues were included in the study and the malpractice claims which were not relevant to direct psychopharmacotherapeutic outcomes or consequences were excluded. There were eight malpractice claim files according to the inclusion criteria. The local ethics committee of the Council of Forensic Medicine approved the study.
DISCUSSION
Placing all-encompassing responsibility on the psychiatrist and reducing the personal responsibility of the patient can force the therapist to make defensive medical decisions, consequently limiting the range of appropriate and correct interventions (10) and significantly influencing career satisfaction (11) . Furthermore, although physicians may insure against indemnity payments through malpractice insurance, they are unable to insure against the indirect costs of litigation, such as time, stress, added work, and reputational damage (2) .
As abovementioned, the most frequent psychiatric malpractice claim is reported to be completed suicide and the highest amount of judicially appraised indemnity payments are for completed suicide or suicide attempts which leave the patient severely injured (3). Thus, the risk of a further suicide attempt, even when appropriate treatment is under way, remains the greatest fear for psychiatrists. In this study, the issue of a claim against a psychiatrist was completed suicide by jumping in which this act was linked to the use of an antidepressant drug that made the patient more liable to such an attempt during the course. Although suicide is more prevalent in psychiatric disorders such as schizophrenia or affective disorder, in human beings, suicide is universally independent from psychiatric morbidity (10) . Even in the legal system suicide is accepted as an irrational act by an individual who is not responsible for their actions. Thus, the status of suicidality is believed to be dichotomous; either the person is suicidal or not, rather than a continuous spectrum (10) . In addition, there is no model for assessment of suicide risk that has been proven to be more effective than others. Thus the assessment should include the following: i) clarification of various suicidal expressions such as thought, intention, plans; ii) assessment of risk (12) . In the judicial system, psychiatrists are determined to be either accountable or not for in injury to patients resulting from medical error. Psychiatrists may not be accused for some errors because their knowledge of a particular patient is understandably limited. Each patient has a unique history and has specifically different physiology than others (3). In the current study, there were three cases related to the unknown physiology of those particular patients. Here we report a patient who had a history of transient ischemic attack that was misattributed to mirtazapine use in which undetermined aortic stenosis was responsible. Haloperidol and biperiden IM that are known to have a wide therapeutic range were accused for the deaths of two schizophrenic patients (1 female / 1 male), However, reviewing the possible predictive factors of QTc prolongation such as female gender, old age, and treatment with clozapine, chlorpromazine or thioridazine (13) , performing an ECG and measuring electrolytes should be done in patients taking psychotropic drugs when additional risk factors are present (14) . Nevertheless, complete knowledge about the patient is impossible. Thus, if an unwanted result occurs in one of these contexts, the fault is not thought to be due to any knowledge defect or clinical misstep on the part of the psychiatrist but rather to the unavoidable vagaries of the treatment context.
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Furthermore, psychiatrists may not be considered responsible for errors that result from unavailable information because of limited scientific knowledge. Nowadays, the etiologies of and optimal treatments for many disorders in psychiatry are still undiscovered. The best known treatments in psychiatry sometimes may cause significant adverse effects, and may be partially effective or may be a failure. In this study, a manic shift due to antidepressant use was also the subject of a malpractice claim. In the bipolar literature, the frequency of type I and II bipolar disorders (BD-I/ BD-II) is accepted as being significantly underestimated (15) because patients with BD are frequently misdiagnosed with major depressive disorder (MDD) and may receive inadequate or inappropriate treatment as a consequence (16) . Despite some differences (i.e., greater severity, more atypical symptomatology, more previous depressive episodes, early onset of depression age, more psychotic symptoms in bipolar depression) a cross sectional categorical distinction between bipolar and unipolar depression is impossible according to our current scientific knowledge level (17) . Although tricyclic antidepressants and venlafaxine have been reported to be more likely to lead a manic switch than serotonin reuptake inhibitors (17), fluoxetine was blamed for the manic switch in the current case report. Thus, although a manic switch due to antidepressant use is a well-known state, unfortunately the etiology, prevention or ability to predict such a state is not well clarified due to the limitations of scientific knowledge. Secondly, one patient developed a skin rash that was diagnosed as Stevens Johnson Syndrome which is an infrequent and well described adverse effect of lamotrigine. However, dosing (slow titration as in the index case), prompt recognition, and patient education are crucial for preventing morbidity and mortality associated with the development of serious cutaneous reactions (18) . In the light of evidence, a psychiatrist could not be expected to do more than what is recognized by health authorities.
In the judicial system, sources of reliable and authoritative statements on clinical care, available for reference including leaflets of pharmaceutical products and warnings, the Physicians' Desk Reference???, textbooks, research articles, and clinical practice guidelines (3) . In this study, a malpractice claim against a psychiatrist was found who had an unusual approach of polypharmacy to the psychiatrically ill patients and whose deaths (n=5) and suspected deaths (n=6) were attributed to concomitant use of multiple drugs plus electroconvulsive therapy. In the literature, serotonin reuptake inhibitors and both atypical and typical antipsychotic drugs have been suggested to be strongly related to an raised risk of sudden death due to prolonging of the QT interval (19) . In addition, the use of different psychotropic drugs in combination or concomitant use with other medical drugs may have unpredicted interactions and may result arrhythmia (20) . Clinical practice guidelines are "systematically developed statements to assist practitioner and patient decisions about appropriate health care for specific clinical circumstances", although the American Psychiatric Association (APA) has explained in a Statement of Intent for its clinical practice guidelines in 2007 that "The APA Practice Guidelines are not intended to be construed or to serve as a standard of medical care … The ultimate judgment regarding a particular clinical procedure or treatment plan must be made by the psychiatrist in light of the clinical data presented by the patient and the diagnostic and treatment options available" (21) . In addition, one may refer to evidence based medicine while treating the patient. Nevertheless, relying on a particular medical text in forming an opinion should be carefully considered, as the selection or use of an unreliable or untrustworthy text may undermine the credibility of the expert's testimony (22) . However, in the malpractice claim against that psychiatrist, it is clear that he had departed from the acceptable standard treatment practice according to psychopharmacologic treatment guidelines or evidence based medicine.
In conclusion, malpractice claims against psychiatrists are rising and this issue might have some negative influences on relationships between psychiatrists and patients. Therefore, psychiatrists should be aware about malpractice subjects and should have more detailed knowledge of facts (i.e., history taking, physical examination, laboratory assessment etc.) about the patient even when prescribing conventional drugs.
